Women with dissociative identity disorder (DID) are signifi cantly more likely than other women to experience intimate partner violence (IPV).
The purpose of this qualitative investigation was to explicate the experiences of women with DID who experience IPV and describe how they cope. Grounded theory was used to conduct this investigation. Purposive sampling was used to recruit participants (N = 5) for face-to-face, semistructured interviews. Verbatim transcripts were coded and categorized, and refl ective memos were developed to explicate substantive categories.
Women with DID used coping strategies that were consistent with their diagnoses, such as switching and dissociating. These coping mechanisms refl ect past self-preservation strategies that were developed in association with severe childhood maltreatment. Women with DID who experienced IPV sought to mitigate and safeguard themselves from danger using strategies they developed as maltreated children. Nurses can use these fi ndings to better recognize and understand the motivations and behaviors of women with DID who experience IPV. [Journal of Psychosocial Nursing and Mental Health Services, xx(x), xx-xx.] A diagnosis of dissociative identity disorder (DID) may result from severe and sustained abuse and neglect that began at a young age (American Psychiatric Association [APA], 2013) . DID is characterized by signifi cant memory loss beyond normal forgetfulness and the presence of two or more self-states that routinely take
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control of an individual's consciousness (APA, 2013) . Due to the prevalence of child maltreatment, it is estimated that a diagnosis of DID affects approximately 1% of the population (>3 million Americans), making DID as common as schizophrenia (Brand, Loewenstein, & Lanius, 2014 ).
All forms of child maltreatment (i.e., physical, sexual, emotional, psychological maltreatment; witnessing intimate partner violence [IPV] ) are well-documented risk factors for exposure to IPV in adulthood, which can lead to exacerbated mental illness symptoms, increased incidence of psychiatric hospitalization, and increased suicidality (Lalor & McElvaney, 2010) . It is estimated that one of four women will experience IPV at some point in her life (Black et al., 2011) . In the United States, approximately 200,000 women are raped and 1.3 million women physically assaulted by an intimate partner each year (Black et al., 2011) .
Following child maltreatment, quantitative fi ndings suggest that dissociation plays a role in increasing the risk of experiencing IPV as an adult (Webermann, Brand, & Chasson, 2014) . Prior to the current investigation, no known qualitative research had been conducted to explore the relationship between DID and IPV. Therefore, current knowledge relating to women with DID who experience IPV may not be accurate or suffi cient. This lack of research is particularly concerning because the incidence of IPV among survivors of childhood maltreatment is approximately double that of the general population (Arnow, 2004; Webermann et al., 2014) .
CONCEPTUAL FRAMEWORK
Betrayal trauma theory (BTT; Freyd, 1994) was used as a framework for this investigation. BTT (1994) explicates the need for individuals who experience child maltreatment to develop dissociative amnesia for overwhelming abuse and neglect experiences to survive. Survivors are often dependent on abusers for basic needs (e.g., food, shelter), so it behooves them not to retaliate against abusers and risk worsening the maltreatment. BTT was appropriate for this investigation because it relates to the unique dissociative experiences of women with DID as an adaptive survival mechanism. BTT was used to develop interview questions, analyze data, and evaluate fi ndings.
SPECIFIC AIMS
The primary aim of this qualitative inquiry was to explicate coping processes of women with DID who have experienced IPV. The goal was to collect enough meaningful data on these coping processes to inform a relevant theory. The secondary aim was to describe experiences of women with DID and factors that contribute to continued engagement in abusive relationships in adulthood.
METHOD
Grounded theory was used to conduct the current investigation. Prior to beginning data collection, the study was approved by the Health Sciences Institutional Review Board at the University of Missouri-Columbia and Sheppard Pratt Health System, a private psychiatric hospital in the Northeastern United States.
Sampling
Purposive sampling was used to recruit participants. To be included in the study, women were required to be IPV survivors, diagnosed with DID, English-speaking, and 18 or older. In addition, participants were diagnosed with DID by experts in the fi eld in accordance with guidelines in the 5th edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; APA, 2013) . To aid in the diagnostic process, the Structured Clinical Interview for DSM-IV Dissociative Disorders Revised (SCID-D-R; Steinberg, 1994) was used, which is the current gold standard. For safety reasons, individuals were excluded from the current study if they had been psychiatrically hospitalized within 1 year of the study and/or if they were not currently under the care of an outpatient clinician (e.g., therapist, psychiatrist, psychologist).
Recruitment
Participants were referred to the researcher by psychiatrists, psychologists, and therapists who treat women with DID at a private psychiatric hospital in the Northeastern United States. These DID and IPV experts assisted the researcher with recruiting women the experts knew well and who had been stable in outpatient treatment for 1 year. Stability criteria included minimal dissociation, a high level of communication, and cooperation among personality states, as well as no psychiatric hospitalizations for 1 year.
Clinicians provided potential participants with the researcher's contact information, and participants contacted the researcher by telephone and e-mail about participating in the study. The researcher then ensured inclusion criteria were met and scheduled an appointment to enroll the individual in the study. The researcher met participants in a private offi ce at the local private psychiatric hospital. The researcher explained the study, answered the participants' questions, and obtained written consent from participants.
Data Collection
Consultations and individual interviews with the researcher's doctoral committee and DID/IPV experts were conducted to develop and refi ne interview questions while considering concepts from BTT (Freyd, 1994) . Sample interview questions are presented in Table 1 .
Data were collected by the researcher via face-to-face interviews in a private offi ce at the local private psychiatric hospital. Follow-up telephone interviews were completed with four of the fi ve participants to obtain clarifi cation and discuss emerging themes. All tape-recorded interviews were semi-structured and guided by open-ended questions. Initial interviews were an average of 55 minutes (range = 48 to 72 minutes), and follow-up telephone interviews were an average of 18 minutes (range = 11 to 22 minutes). Each participant received a copy of the consent, a safety card containing referral information for women who experience IPV, a list of local IPV resources and telephone numbers, and a $30 gift card for participating.
Data Analysis
All recordings were transcribed by the researcher, and coding and categorizing were completed using electronic tables. Sample codes and categories are shown in Table 2 . Open coding was conducted, and basic core concepts emerged. Codes were then iteratively grouped together to form categories (i.e., axial coding). Memoing occurred throughout the data analysis process to further explicate categories (Richards & Morse, 2013) . During data analysis, the researcher noted emerging codes and concepts that were consistent with BTT (Freyd, 1994) and made an effort to inquire further about these codes in subsequent interviews.
Validity
All researchers bring personal thoughts, emotions, philosophies, assumptions, and experiences to the table when conducting research. To conduct a valid study despite these factors, the researcher must be self-aware, acknowledge the impact personal beliefs may have on the research being conducted, and take steps to avoid bias (Berger, 2013) . To ensure validity, the researcher used refl exivity to examine potential researcher bias throughout all stages of data collection and analysis (Berger, 2013; Doyle, 2013) . In addition, validity was enhanced based on the richness of interview data. Follow-up telephone calls allowed the
TABLE 1 SAMPLE INTERVIEW QUESTIONS

Interview Type Interview Guide Samples
Initial face-to-face interview • Describe resources you have used to cope with abusive intimate partners.
• Describe factors that you think might contribute to your exposure to abusive intimate partner relationships.
• Describe barriers that prevent you from leaving abusive intimate partner relationships.
• If you had a magic wand, what resources would you create for women like yourself who have had similar experiences?
Follow-up telephone interview • Several women interviewed mentioned that a barrier to leaving an abusive partner is an intense fear of abandonment that they feel stems from their childhood abuse. Do you think that applies to your experiences? • If yes, can you talk more about that?
• Another theme that emerged in the interviews was chaos and confusion, internally and externally. Can you talk more about how this theme might apply to your experiences? researcher to present participants with interpretations of participants' previous statements and emerging themes for confi rmation of accuracy. The followup calls gave participants an opportunity to add or clarify information, further enhancing the quality of the data. Data collection and analysis were conducted under the expert supervision of the researcher's doctoral advisor, a seasoned qualitative researcher in the fi eld of abuse and maltreatment. The researcher's doctoral committee, comprised of individuals with decades of collective experience in grounded theory research and research with survivors of abuse, provided oversight throughout the entirety of the research process.
RESULTS
Five participants completed the study. All were Caucasian women with an average age of 41 (range = 38 to 65 years). Two were divorced with a history of IPV, and two were married and currently experiencing IPV. One had a history of IPV but had never been married. Two women experienced IPV with multiple partners, and three women experienced IPV with a single partner. Self-reported comorbid mental illnesses within the sample included posttraumatic stress disorder (PTSD; n = 3), anorexia nervosa (n = 3), major depressive disorder (n = 3), obsessivecompulsive disorder (n = 1), and bipolar disorder (n = 1).
Analysis of the transcribed interviews resulted in the following substantive categories: childhood maltreatment and its impact, use of self-states to cope with IPV, worsening symptoms, and desire for resources.
Childhood Maltreatment and Its Impact
All participants reported severe childhood maltreatment by an immediate family member, including parents and siblings. Some reported abuse by unrelated individuals, which included ritual abuse and traffi cking. All participants reported witnessing abuse in childhood, including IPV between parents, child maltreatment of siblings, and traffi cking of other children. As a result, participants described the experience of lacking a family. As one participant stated, "There was no home." The idea of a damaged, incomplete, or missing home was associated with a sense of increased vulnerability. One participant explained:
Being molested by a stepfather, being very abused by a brother, as far as physically. Very physically. A stepbrother molested me. Just a broken home. I mean, I was defi nitely seeking attention, so that made me more vulnerable, and so I definitely was a target [for an abuser].
Another participant described how her experience with her parents played a role in leading to an abusive relationship:
They were the only people I had ever associated with, and they were abusive, and I was trying desperately to get away from them. So, I jumped into the fi rst relationship that came along, even though he was abusive.
Participants acknowledged that lacking family support, or having an outright abusive family, limited their options when experiencing IPV. As one participant stated, "I would not go back to my parents' house, even though they were only 45 minutes away, because they're abusive, too." Another participant explained her situation:
I never had a family, so [being married to an abuser] gave me family security. You know, I never really had a mother or a father fi gure, so it just made me feel like a complete family, like I wasn't abandoned or alone.
This intense fear of abandonment was a prominent theme throughout each interview. Participants described the unbearable fear of being alone as their "biggest horror," even while enduring serious abuse and a partner's infi delity. They reported being "so afraid and so obsessed" with the idea of being alone, even reporting recurrent nightmares of their partner abandoning them. As a result, fear of abandonment was cited as a major barrier to ending an abusive relationship.
Participants also endorsed the idea that abuse was familiar and expected, a notion due to the early onset and sustained experience of child maltreatment. After years of experiencing and witnessing abuse, participants came to view it as normal. As one participant put it, "I don't think I noticed it [being hit by a partner] as being an odd thing." Another said, "Just the fact of being used to being hit…I guess there are homes where people don't scream at each other? It's just really hard to believe." One participant described realizing that abuse was not normal only through the experience of watching a popular talk show as an adult. In addition to the idea that abuse was normal and expected, participants discussed the implicit understanding that abuse was not to be talked about outside of the home, a belief that was carried into adulthood.
Use of Self-States to Cope with IPV
Participants used coping strategies for IPV consistent with the coping strategies they used for self-protection in childhood and that are associated with DID. Self-states, or "parts," that developed as a result of overwhelming and intolerable childhood maltreatment were unconsciously and consciously called on to cope with IPV. For example, some participants described self-states that dealt with intimacy. "I had parts [self-states] that were assigned to have sex with him, but they were like traffi cked parts and prostituted parts. And they always felt like they were being raped. It felt very much like sexual abuse." Others described switching to child self-states (e.g., hiding, curling up on the fl oor in tears) or aggressive, sometimes masculine, self-states (e.g., confronting, provoking, hitting the abuser) when experiencing verbal and physical abuse from a partner. Some participants expressed confusion and surprise at their varied reactions to IPV, particularly if they were unaware of the function of self-states and received their DID diagnosis after the abusive relationship had ended. Switching between self-states was a mechanism for participants to protect themselves and their self-states when they were unable to handle IPV.
Participants also developed new selfstates as a result of IPV experiences. One participant explained: I've always had this experience with my mother and stuff like that, who was one of my abusers. She would scream at me, and I would be sort of like, sucked out of the room, and my brain would just feel like it was shattering into a million pieces. It just felt like I was splintering off, and it was just like the weirdest sensation. I sometimes get that with him [abuser] , where I feel like new parts are breaking off and being created.
Another participant described the development of a new self-state when she met her abusive husband. This selfstate loved the abuser unconditionally and had no memory of past abuse.
Confl icting beliefs among selfstates were cited as impediments to ending and justifi cations for remaining in abusive relationships. Although some self-states may love an abuser, others may harbor extreme hatred and homicidal ideation toward the abuser, with a broad spectrum of feelings and beliefs in between the two extremes. One participant explained her experience: "There are parts that are going to die, believe will die, when he [abuser] walks out the door. I don't know why they have more power than any other parts inside, but they do." She went on to discuss how one particular self-state who loved her husband "unconditionally" begged him to come back after he left her for another woman.
Another participant described the chaos and confusion that can result from varying beliefs among self-states in the following manner: "When we're [participant and her partner] fi ghting, especially internally, it just gets so chaotic with parts and all having different feelings about it and reacting different ways."
Dissociation and Memory Impairments. All participants experienced increased dissociation and memory impairment during IPV, which is consistent with childhood coping mechanisms. By "disconnecting" or "going away" during episodes of abuse, participants were self-protecting. Paradoxically, this self-protection mechanism appeared to intensify confl ict with an abusive partner. For instance, one participant stated: "I'm so disorganized, and I can never fi nd anything or remember anything, so that causes fi ghts." Participants reported that in some cases, dissociation limited their ability to sense and fl ee from danger: "When I'm in a fi ght with him, I dissociate so badly, I know I cannot get behind the wheel [of a car]."
Worsening Symptoms
Experiencing IPV worsened the mental health of participants. As described previously, they experienced more frequent and rapid switching between self-states, formation of new self-states, increased dissociation and time loss, and more pronounced amnesia. Participants also reported increased suicidality and worsening of comorbid conditions such as depression and eating disorders. For example, one participant described increased "depression, self-hate, self-abuse" and "sleeping and smoking my head off." Another woman described her own situation: Abusers frequently used the women's history of mental illness against participants and blamed them for problems in the relationship. For example, abusers would label participants as crazy, sick, forgetful, unreliable, and inconsistent. One participant recalled her abuser claiming: "I can't trust you because you're crazy. You have all these problems, so how do I know that anything you say is true?"
In some cases, abusers were intrusive in participants' treatment and therapy or blocked participants' access to mental health care, further limiting their coping options. As one participant stated, "He [abuser] was very angry the fi rst time I got hospitalized [for an eating disorder]. He did not want me to go." Another participant described her interactions with her abusive husband following her therapy sessions:
He would follow me…all around the house asking what I talked about in therapy. Saying things like, "You need to tell me because I'm the only one who can help you because I love you and I know you the best and she [therapist] doesn't know you and she doesn't care about you."
Desire for Resources
When asked what they would create for other women like themselves if given a magic wand, participants requested resources to help cope with IPV. The most requested resources were more health care professionals trained to provide trauma-informed care for IPV survivors with DID. One participant said, "I don't have any doctors who will see me or who know how to treat me. I wish." Another participant stated:
So, after my last assault with [exhusband] , I went to two hospitals. First, I went to [the fi rst hospital], and they didn't do any tests or anything. They just let me go. They didn't do any kind of screening. So, I was thinking, if there was more funding to train nurses about this kind of stuff, that would be good.
Another participant recommended "some kind of residential place where you could go with your kids and be safe. Not like a traditional shelter, but like a really nice comfortable safe place…where there's treatment providers around." This statement refl ected participants' overall dissatisfaction with traditional shelters. Other participants described shelters as "horrible" and "not helpful." One woman stated:
I called the [local domestic violence shelter] during one of our bad times, and whoever answered the phone told me I couldn't be serious. That this wasn't something worthy of domestic violence, and I should be happy that it's not a lot worse.
Other recommendations included fi nancial assistance and in-person and online peer support groups. Participants reported, "even Facebook ® can be good," and "I wish I had heard the story from someone like me." Spiritual leaders and faith-based organizations were also identifi ed as positive sources of support.
DISCUSSION
The experiences and coping strategies described in the current study are consistent with BTT (Freyd, 1994) . According to Freyd (1994) , children who experience maltreatment learn to respond to caregivers' abuse and neglect in a passive way so that abuse will not worsen, particularly because children rely on caregivers for food, shelter, and other necessities. As such, children develop dissociative amnesia for trauma experiences, rather than fi ghting back. It is feasible that women with DID who experience IPV developed dissociative amnesia as maltreated children and may continue to do so when experiencing abuse as adults, thus extending the scope of BTT. The fi ndings from the current study support this theory, indicating that women with DID experience increased dissociation and amnesia while in an abusive relationship.
Women with DID who experienced IPV reported multiple sources of perceived and actual danger, which could be abstract (e.g., fear of abandonment) or concrete (e.g., violent partner). Women sought to mitigate and safeguard themselves by using strategies similar to those they used for self-protection as maltreated children. Although these self-protection strategies may have been necessary for survival in childhood, they have the potential to make women more vulnerable to IPV in adulthood. For example, switching to a vulnerable, childlike self-state during IPV may limit women's ability to detect danger and self-protect. Switching to an aggressive self-state during IPV may increase the risk for bidirectional IPV. Having multiple self-states with a variety of mixed feelings about an abuser further complicates the decision to leave or stay with an abuser.
Approximately 70% of individuals with DID attempt suicide as outpatients (APA, 2013) , so exacerbated mental illness symptoms and increased suicidality resulting from IPV are critical concerns for individuals with DID. Lack of knowledge about the pathological process of DID tends to delay accurate diagnosis and treatment (International Society for the Study of Trauma and Dissociation, 2011) . When appropriate treatment is delayed, women with DID may experience catastrophic outcomes.
IMPLICATIONS FOR PRACTICE AND RESEARCH Practice
Women in the current study reported remaining in abusive relationships for many of the same reasons that are commonly cited in the literature: lack of housing, lack of transportation, fi nancial dependency, desire to keep the family unit intact, child custody concerns, and concern for safety (Black et al., 2011; Bradbury-Jones, Taylor, Kroll, & Duncan, 2014; Webermann et al., 2014) . Thus, nurses should take initiative to assess for DID and abuse in settings in which they are likely to encounter women at high risk for experiencing abuse, such as emergency departments. Nurses should inquire about a history of childhood maltreatment. Assessment should include questions about memory, amnesia, and time loss. For individuals known to have DID, nurses are urged to inquire about the frequency of switching between self-states, as well as the patient's perceived control over switching. Due to the risk for increased mental health problems among abuse survivors, nurses should assess for increased self-harm impulses and suicidality. Nurses should also be alert for comorbidities, such as increases in depressive and/or eating disorder symptoms.
These assessments should be performed in a confi dential, compassionate, and nonjudgmental manner. Autonomy is paramount, and nurses should respect the amount of information survivors are willing to disclose. Likewise, nurses should never pressure survivors for more information or to report or leave an abuser. Nurses should respect survivors' readiness to make changes and follow up consistently in subsequent interactions or appointments, while offering reassurance and support. In addition, nurses are encouraged to become familiar with barriers experienced by IPV survivors with DID and be prepared to provide information on appropriate resources for support.
Dissociative disorders are not discussed extensively in the majority of pre-licensure nursing programs, so nurses may not feel comfortable working with individuals with these disorders (Loewenstein & Wait, 2008) . Participants in the current study recommended increased training for nurses and other health care providers related to DID and empathic care for IPV survivors. Nurses would benefi t from continuing education on DID and other dissociative disorders, including education on etiology, symptoms, prevalence, recommended interventions, and the factors that increase risk for experiencing IPV. Improved and widely available training in trauma-informed care may improve nurses' ability to recognize and sensitively respond when treating individuals with DID.
Research
Additional qualitative research is warranted with a larger sample. A larger sample would allow for further development of the substantive categories that were identifi ed in the current study. It would also allow for exploration of incidental evidence that emerged from this investigation, relating to potential intervention strategies (e.g., involvement of law enforcement, appointment of advocates, marriage counseling). Nurses are urged to remain abreast of current research related to trauma-informed care so they can make appropriate referrals to resources that will most benefi t abuse survivors and women with DID.
All participants reported one or more comorbid mental health problems, with PTSD and anorexia nervosa being the most common (n = 3 for each). In addition to DID, it is possible that these comorbid conditions may have had an impact on participants' coping with IPV. To improve care of women with DID who experience IPV, this confl uence of diagnoses requires further investigation.
LIMITATIONS AND STRENGTHS
Limitations
The greatest limitation was the small sample. In addition, all participants were middle-aged, Caucasian women recruited from the same location. The small sample, homogeneity of the sample, and limited geographic scope compromise the transferability of the study fi ndings. Recruiting and interviewing additional diverse participants would strengthen the quality of the study and improve the validity and transferability of the results.
Research relying on self-report is limited by the possibility of recall bias and incomplete or inaccurate participant responses, which may be compounded in a population of individuals with DID who have varying degrees of memory impairment. However, the women who participated in the current study appeared to be forthcoming when they were unable to remember details of an event or could not provide a complete answer to a question.
Strengths
Despite the limitations, fi ndings from this investigation add valuable information to the existing literature on the experiences and coping strategies of women with DID. Middle-aged, Caucasian women are the population most likely to experience DID, so this investigation contributes important insights relevant to the experiences of the demographic (Brand et al., 2009 ). Overall, there is a dearth of literature relating to IPV survivors diagnosed with DID, and the fi ndings from the current study have the potential to benefi t this under-researched and diffi cult-to-reach population. The fi ndings also provide direction for future research with this vulnerable group.
CONCLUSION
In addition to more commonly known coping mechanisms, women with DID use strategies consistent with their diagnosis of DID, such as switching and dissociating, to cope with IPV. These DID-specifi c coping mechanisms refl ect past self-preservation strategies resulting from severe childhood maltreatment. To improve care for this vulnerable and underserved population, nurses are urged to become educated about dissociative disorders and recognize the potential need for adapted interventions and referrals. Finally, additional research is warranted to enhance the care of women with DID who experience IPV.
